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            South Carolina Department of Labor, Licensing and Regulation 

    South Carolina Board of Medical Examiners 
                   P.O. Box 11289 • Columbia, SC 29211 

  Phone: 803-896-4500 • Fax: 803-896-4515 • www.llronline.com/POL/Medical 

        

APPLICATION FOR AN ACADEMIC LICENSE 

 

 

NOTE:  Application must be fully completed with all requested information and documentation supplied. 

  $150.00 application fee must accompany this application; application fee is non-refundable.   

 

I hereby make application to the State Board of Medical Examiners of South Carolina for an Academic License in the 

State of South Carolina and submit the following statement of facts with the required supporting documents.  The application 

form itself is a public document obtainable under the Freedom of Information Act. 

 

I. PERSONAL DATA 

(Please type or print clearly) 

 

Applicant’s Name _____________________________________________________________________________________ 

                                                     Last                                                       First                                                  Middle 
 
Home address:         Present/expected practice location: 
 
_________________________________________________      ________________________________________________     
Street Address       Hospital/Clinic 

_________________________________________________      ________________________________________________ 
City     State            Zip  Street Address 

(             )_________________________________________     ________________________________________________ 
Home telephone number      City     State      Zip 
 
_________________________________________________      (              )_______________________________________ 
Medical training/specialty      Office telephone number 

 
List all states in which you have been licensed, active or inactive: 

State                                                          Date of Licensure                                       Basis of Licensure (USMLE, NB, FLEX, LMCC) 

___________________________      __________________________________      _________________________________ 

___________________________      __________________________________      _________________________________ 

___________________________      __________________________________      _________________________________ 

___________________________      __________________________________      _________________________________ 

 

Military service: Branch _________Dates of Service ____________________Type of Discharge ___________ (Attach copy) 

If certified by an ABMS Board or AOA, supply name of Board _________________________________________________ 

Date of most recent certification/recertification ______________________________________________________________ 

                                                                                                               
 

 

 

 

 

. 
(Revised 7/10/12) 

 

 

CONTROL# _________________ 
 

CHECK# _____________________ 

 

AMOUNT $___________________ 
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I. PERSONAL DATA (Cont’d) 
 

             ANSWER YES OR NO 

 
1. Has your medical license ever been revoked, suspended, reprimanded, restricted or  

placed on probation by a medical licensing board or other entity?    ___________________ 
 
2. Have you ever had an application to practice medicine denied or refused by another 

medical licensing board or entity?       ___________________ 
 
3. Have you ever had any hospital privileges denied, revoked, suspended, or restricted 

in any way?          ___________________ 
  
4. Have you ever voluntarily surrendered a medical license, controlled substance 

registration or DEA registration?       ___________________ 
 
5. Have you ever resigned from any hospital, institution or health care facility in lieu 

of disciplinary action?         ___________________ 
 
6. Are you currently under investigation or the subject of pending disciplinary action  

by any medical licensing board, health care facility or other entity?   ___________________ 
 
7. Is your medical license currently restricted in any way by any medical licensing 

board, or other entity?         ___________________ 
 
8. Have you ever had a malpractice lawsuit, judgment or settlement filed against you? 

If so, how many?______  (Complete the attached malpractice form)    ___________________ 
 
9. Currently or within the last ten years, have you been treated for any physical, mental 

or emotional condition that might interfere with your ability to competently and safely  

perform the essential functions of practice as a physician?    ___________________ 
 
10. Currently or within the last ten years, have you developed any disease or conditions, 

physical, mental or emotional, that might interfere with your ability to competently 

and safely perform the essential functions of practice as a physician?   ___________________ 
 
11. Have you, within the last ten years, been hospitalized for any mental or emotional 

illness or been diagnosed for bipolar disorder, schizophrenia, paranoia, or any other 

psychotic disorder?         ____________________ 
 
12. Have you ever discontinued the practice of medicine for any reason for one month 

or more?          ____________________ 
 
13. Has your ability to prescribe controlled substances ever been denied, revoked, 

suspended, or limited by any hospital, health care facility or other entity?   ____________________ 
 
14. Currently or within the last ten years, have you been arrested, indicted, or convicted, 

pled guilty, or pled nolo contendere for violation of any federal, state, or local law  

(other than a minor traffic violation)?       ____________________ 
 
15. Have you ever been known by any other name or surname?    ____________________ 

 
NOTE:   If you answered “Yes” to any of the above questions (1-15) you must attach a full written explanation                                     

pertaining to that particular question. 

 

 

 

 

 

 

For Board Member Use only 

______________________________________________________________________________     _______________________ 

Board Member Signature                                                                                                                                                Date 

 

______________________________________________________________________________     _______________________ 

Applicant Signature                      Date 
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II. MEDICAL EDUCATION 

 

Name of College/University  ________________________________________________ Location _______________________ 

Specific Dates of Attendance ________________________________________________ Degree ________________________ 

 

1. List below all medical schools attended and specific dates of attendance: 

                                                                                                      From                                 To                     Number 

School                                             Location                             Mo., Day, Yr.                    Mo., Day, Yr.      Yrs. Attended  

_________________________     _____________________from_____________to___________________     _______ 

_________________________     _____________________from______________to__________________     _______ 

 
2.  (M.D.) (D.O.) Degree from _____________________________________________________Date ________________ 

Location (city, state & country) of medical school  _______________________________________________________ 
 

3. Was your medical education interrupted, other than for vacation periods? ______ If so, please attach a written 

explanation. 
 

4. Residency training (anticipated or completed) as follows: 

Internship at ____________________________________________from ________________ to __________________ 

Residency in ____________________ at _____________________ from ________________ to __________________ 

Residency in ____________________ at _____________________ from ________________ to __________________ 

Fellowship in ____________________at _____________________ from ________________ to __________________ 

 

5. Previously taken Examinations (Check all that apply). 

Month Year 

 Pre-1976 State Exam    State                         

 

 Pre-1985 FLEX  How many times?         State    When was most recent?                         

 

 FLEX Component 1 How many times?        State  When was most recent?                        

 

 FLEX Component 2 How many times?   State  When was most recent?                        

 

 USMLE Step 1  How many times?   State  When was most recent?                        

 

 USMLE Step 2  How many times?   State  When was most recent?                        

 

 USMLE Step 3  How many times?   State  When was most recent?                        

 

 SPEX/COMVEX How many times?   State  When was most recent?                         

 

 NBME/NBOE Exam/COMLEX Part I _________________Part II _________________ Part III _______________ 
 
 LMCC             Part I ______________________ Part II ____________________ Date taken _________________ 

  
 

III. CERTIFICATE OF MORAL CHARACTER 

Please list below names and addresses of three physicians willing to supply letters of recommendation to support your application for 

South Carolina medical licensure.  You must request that each physician listed below write directly to this Board (on letterhead) 

indicating that you are known to them, in what capacity, how long, and outlining characteristics they believe qualify you for medical 

licensure in South Carolina.  Your application will not be considered complete until letters of reference from the three physicians 

identified below and all other material necessary to support your application have been received. 

 

1. Name ____________________________________________Address _______________________________________________ 

 City, State & Zip ___________________________________________telephone (             )______________________________ 

2. Name ____________________________________________Address _______________________________________________ 

 City, State & Zip ___________________________________________telephone (             )______________________________ 

3.  Name ____________________________________________Address _______________________________________________ 

 City, State & Zip ___________________________________________telephone (             )______________________________ 
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IV. AFFIDAVIT 

 

I, _________________________________________________ being duly sworn, depose and say that I am the person described and 

identified, that I am of good moral character and that I am the person named in the documents presented in support of this application.  

By filing this application, I hereby authorize and consent to an investigation of my fitness and qualifications to practice medicine in 

South Carolina. 
 
I hereby authorize all hospitals, medical institutions or organizations, my references, personal physicians, employers (past and present), 

and all governmental agencies and instrumentalities (local, state and federal) to release to this licensing Board any information, files or 

records requested by the Board for evaluation of my professional, ethical and other qualifications for licensure in South Carolina.  I 

hereby release, discharge and exonerate the State Board of Medical Examiners of South Carolina, its agent or representative and any 

person or organization furnishing information from any and all liability of every kind arising out of the furnishing of documents, 

records or other information, or arising from the investigation made by the State Board of Medical Examiners of South Carolina. 
 
I have carefully read the questions in the foregoing application and have answered them completely, without reservations of any kind, 

and I declare that all statements by me herein are true and correct.  Should I furnish any false or incorrect information on this 

application, I hereby agree that such act shall constitute the cause for denial or revocation of my license to practice medicine in South 

Carolina.  Further, if licensed, I agree to keep the Board informed of any future changes in my address.  I understand that this 

Academic License is under the same restrictions as a Limited License and should not be considered in any way a permanent license. 
 
I hereby authorize the Board of Medical Examiners of South Carolina to utilize my Social Security Number in making necessary 

reports to the Federation of State Medical Boards’ Physician Data Center for compilation of information about applicants and licensees 

in order to coordinate licensure and disciplinary activities between the individual States’ licensing boards, and to federal and state 

entities, as required by law. 
 
RIGHT THUMB PRINT 
        ____________________________________________________ 

          Signature of Applicant 

 

 

        ____________________________________________________ 

           Date 

 

 
 
Subscribed and sworn before me this _________________ day of ____________________________________, ________________ 

 

_______________________________________________(L.S.)      ___________________________________________________ 

                 Notary Public Signature      My Commission Expires 

 

Notary Public for ______________________________________                                      
 
SEAL                                                                                                          
 
  PHOTOGRAPH        

 

 

 

GENERAL INFORMATION 

                          

        

Date of Birth _________________________________________________ 

        

        

Place of Birth ________________________________________________ 

 

        

Sex _______________________ Race ____________________________ 

 

        

Height _____________________ Weight __________________________ 

 

        

 

  PHOTOGRAPH 

 

Note: A recent portrait type photograph must be pasted 

here.  Photograph must be passport size or snap shot. 

 

 

                  (Please, no photo copies) 

       If right thumb is missing, use left and so indicate. 
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AFFIDAVIT OF ELIGIBILITY 

  

Pursuant to section 8-29-10 of the South Carolina Code of Laws (1976 as amended), the Department of Labor, Licensing and 

Regulation must verify the lawful U.S. presence of any person who applies for a South Carolina license. Please complete and 

sign this affidavit of eligibility.  The information provided is subject to verification. 

  

Section A:  LAWFUL PRESENCE in the United States.  
  

I, (please print your full name) ________________________, swear or affirm under penalty of perjury under the laws of the 

State of South Carolina that (check 1, 2 or 3 below):  

 

1. ___  I am a United States citizen or legal permanent resident eighteen years of age or older; or 

 

2. ___  I am not a US citizen but am lawfully present in the US as evidenced by one of the following  

                        a. ___  I am a qualified alien as defined in 8 U.S.C. sec 1641, eighteen years of age or older.  

                        b. ___  I am a nonimmigrant under the ―Immigration and Nationality Act,‖  

                                 Federal Public Law 82-414 as amended, eighteen years of age or older.  

 

3. ___  I am not physically present in the US under 8 U.S.C. sec 1621 (c) (2) (c) or employed in the US  

pursuant to 8 U.S.C. 1621 (c) (2) (a) (check either a or b below):   

                        a. ___  I am a US citizen, not physically present or employed in the United States.  

                        b. ___  I am a Foreign National, not physically present or employed in the United States.  

          

  If you selected either 3.a. or 3.b., you do not need to complete Section B. Skip to Section C.  

  

Section B:  Secure and Verifiable Document. This section must be completed if you checked number 1 or 2 in Section A.  

  

1. Please check one of the following acceptable secure and verifiable documents. Complete documentation must be provided.   

 

  

 Any valid South Carolina Driver’s License, South Carolina Driver’s Permit or South Carolina Identification 

Card?   Number ___________;   Date of Expiration: _____________ 

 

 Any valid out-of-state issued photo Driver's License or photo identification card, photo driver’s permit?   

State:  _________;  Number_________;  Date of Expiration: __________. 

 

   Permanent Resident Card; Alien Number _______________;  Card Number ______________; 

  Date of Expiration: ________. 

  

 Employment Authorization Card; Alien Number _____________; Card Number     

       ____________;   Date of Expiration: _________________ 

  

  Certificate of Naturalization with intact photo.   

  

  Certificate of (US) Citizenship with intact photo.  

  

  Other: (Name of verifiable document) _____________________________________________ 
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2. Enter the state or the federal agency name where this secure and verifiable document was issued. 

      

______________________________________________________________________________________ 

(If issued by a state agency, include both the state and agency name.)   

 

 

3.  Please provide your social security number:       __________/_______/_________ 

 

  
 Section C:  Attestation. 
 

 I understand that this sworn statement is required by law because I have applied for or seek reinstatement of a professional 

or commercial license as provided for in 8 U.S.C. §1621. I understand that state law requires me to provide proof that I am 

lawfully present in the United States.  

 I understand that in accordance with section 8-29-10 of the South Code, a person who knowingly and willfully makes a 

false, fictitious, or fraudulent statement or representation in an affidavit shall be guilty of a felony.   

 I am the person identified above, and the information contained herein is true and correct to the best of my knowledge. I 

understand that under South Carolina law, providing false information is grounds for denial, suspension or revocation of a 

license, certificate, registration or permit.   

 

________________________________________                                  ________________________________ 

Signature                                                                                                            Date  

 

__________________________________________________________  

Please print your name as shown on your secure and verifiable document.  

  

Professional License Type:  ____________________________________                                                            

 

License Number (if already licensed): ____________________________                                              

 
 
 

 

 
The South Carolina Law requires that every individual who applies for an occupational or professional license provide a social security number for use in 

the establishment, enforcement and collection of child support obligations and for reporting to certain databanks established by law.  Failure to provide 

your social security number for these mandatory purposes will result in the denial of your licensure application.  Social security numbers may also be 

disclosed to other governmental regulatory agencies and for identification purposes to testing providers and organizations involved in professional 

regulation.  Your social security number will not be released for any other purpose not provided for by law.  

 

06/28/12     Affidavit of Eligibility  

 

 

 

                                                                                                                                                                                                

      

 

 

 

 

 



7 

 

 

  

 South Carolina Department of Labor Licensing & Regulation 

Board of Medical Examiners 

                                                             110 Centerview Drive, P.O. Box 11289 

                    Columbia, SC 29211 

                                                                             (803) 896-4500 

                                                                     Fax: (803) 896-4515 

 

 

Applicant’s Name _________________________________________________________________________ 

   First    Middle     Last 

 

I am applying for a license to practice medicine in the state of South Carolina.  Please complete this form and 

forward an original graduate transcript bearing the institution’s official seal to the address listed above. 

 

      ___________________________________        ____________ 

       Applicant’s Signature    Date 

 

 

  CERTIFICATION OF MEDICAL OR OSTEOPATHIC EDUCATION 

 

(Medical School is requested to complete this insert with the school seal and send copies of medical school 

transcript certified by the medical school to South Carolina Board of Medical Examiners.) 

 

It is hereby certified that ____________________________________________________________________ 

 

of (hometown, state and country) _____________________________________________________________ 

 

attended (full name of school) ________________________________________________________________ 

 

from _______________________ to _______________________ and received a diploma conferring the  

 

degree of ____________________________________________________ and said diploma bears the  

 

following date ______________________________. 

 

 

A certified copy of this applicant’s transcripts is enclosed. 

 

 

(SEAL) 

 

 

 

Current Date ___________________________  _______________________________________ 

         (Dean, Registrar, President) 
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South Carolina Department of Labor, Licensing and Regulation 
Board of Medical Examiners 

110 Centerview Drive, P.O. Box 11289 

Columbia, South Carolina 29211 

(803) 896-4500 

 

SUMMARY OF REQUIRMENTS FOR ACADEMIC LICENSE 
 

 

Academic Licensure is granted on an individual basis to physicians who, by written request of the Dean of the medical school, 

meet the licensing requirements of Regulation 81-70, S.C. Code of Laws as amended, and approval by the Board. 

 

A. Term of Licensure: 

Academic Licenses are issued for one-year periods.  All Academic Licenses expire on June 30 and may be 

renewed upon submitting a renewal form and the proper fee. 

 

B. Application and fee: 

The non-refundable application fee for an Academic License is $150.00.  All sections of the application must be 

fully completed and the fee received before an application will be processed.  Further, no application for an 

Academic License or renewal thereof will be considered complete until all required information has been received 

by the Board office, including a signed letter sent directly to the Board from the Dean of the medical school 

documenting the applicant’s position. 

 

C. Documentation Required: 

1. Certification of medical education (Insert 1)-complete top portion and mail directly to your 

medical/osteopathic school.  Ensure that your school sends a certified copy of your transcripts.   

2. Letter from Dean outlining proposed role. 

3. Letters of Recommendation—You must request that the physicians write directly to this Board on their 

letterhead. 

4. Verification of licensure form (Insert 4).  The Board must receive a verification of licensure directly from the 

state board of each state in which the applicant is now or has ever been licensed to practice medicine or 

osteopathy. 

5. Malpractice form completed, if applicable. (Insert 3) 

6. American Medical Association (AMA) physician profile.  AMA Physician profile can be ordered online 

through the AMA ePhysician Profile system located at www.ama-assn.org/AMAPhysicianProfiles or at 1(800) 

665-2882 or (312) 464-5199. 

7. International medical graduates must also submit: 

(1) A copy of your permanent or current ECFMG certificate or (2) document successful completion of a 

Fifth pathway program, or (3) furnish copies of current ECFMG certificate and documentation of all 

post-graduate training completed in the United States.  All copies must be initialed by the physician in 

charge of the applicant’s program. 

8. Federation Credentials Verification Service (FCVS) - You may utilize the FCVS to have your Credentials 

verified to this Board.  For application and information, contact the FCVS, at 400 Fuller Wiser Road, Suite 

300, Euless, TX 76039, at 1-888-275-3287 or via email at fcvs@fsmb.org.   Applications for the FCVS may be 

downloaded from the web at http://www.fsmb.org. 

 

D. Controlled Substance Registration: 

Applications for both federal and state registration are available from the Narcotic and Drug Control Division, 

Department of Health and Environmental Control, 2600 Bull Street, Columbia, SC 29201, (803) 896-0634.   

 

PLEASE NOTE: 
1. Do not make a mistake by underestimating the amount of time required to complete this application. 

2. Applicants who practice medicine before they have been approved and issued a license are subject to charges 

of violation of the Medical Practice Act, fines and possible criminal prosecution. 

http://www.ama-assn.org/AMAPhysicianProfiles
mailto:fcvs@fsmb.org
http://www.fsmb.org/
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South Carolina Department of Labor, Licensing and Regulation 
Board of Medical Examiners 

110 Centerview Drive, P.O. Box 11289 

Columbia, South Carolina 29211 

(803) 896-4500 

 

MALPRACTICE CLAIM INFORMATION 
 

This form must be completed if you have ever been named as a defendant in a malpractice lawsuit, verdict or settlement.   

 

___________________________________________________________________________________________________  

Name of physician                                                                                                                 Office telephone no. 

 

___________________________________________________________________________________________________  

Address                                                                                      City                                        State                        Zip 

 

MALPRACTICE COMPLAINT:  (Include name of patient, age, sex, date of occurrence and location, i.e., office or name 

and address of hospital.) 

 

 Patient’s Name: ________________________________________________________________________________ 

 Age: ___________ Sex: _________________________________________________________________________ 

 Date/place of Occurrence: _______________________________________________________________________ 

Indicate your position in case, i.e., resident, primary physician, etc.: _____________________________________________ 

___________________________________________________________________________________________________  

 

___________________________________________________________________________________________________  

 

FILED AGAINST:   (   ) Individual Doctor  (   ) Group  (   ) Hospital 

 

List names of other defendant-doctors and/or hospitals: 

___________________________________________________________________________________________________  

 

___________________________________________________________________________________________________  

 

DISPOSITION:  (   ) Pending (   ) Jury Verdict (   ) Settled     (   ) Dismissed            (      )Dropped 

 

If there has been a verdict or settlement, please provide the following information: 

 

 Legal Outcome: _______________________________________________________________________________ 

      Total Amt. 

 Date: ____________________________Paid (if Any): ________________________________________________ 

 

 Amount attributable to you: _____________________________________________________________________ 

 

1. On a separate sheet, provide a detailed written explanation of the background and medical issues involved in 

the case.   

2. Provide the Board with copies of the complaint, answer, release, settlement documents and all other relevant 

legal documents. 

3. Form may be duplicated as needed.  A separate report must be completed for each malpractice claim. 

  
 

Date: _______________________ Signature: ___________________________________________________________ 
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VERIFICATION OF LICENSURE 
Complete the top portion of this form and forward a copy to each state board by which you are now or ever been licensed to 

practice medicine. You may want to contact each state to see if a fee is required. 

 

Dear Sir:  

 
In applying for a license to practice medicine (or osteopathy) in the State of South Carolina, the Board of Medical Examiners 

requires this form to be completed by each state wherein I hold or have ever held a license. My Signature below is you 

authority to release any and all information in your file, favorable or otherwise regarding myself, directly to: 

 

 SC Dept. Of Labor, Licensing and Regulation 

 Board of Medical Examiners    PLEASE TYPE OR PRINT 
 P.O. Box 11289 

 Columbia, SC 29211       

 (803) 896-4500    Signature _______________________________________ 

 Fax (803) 896-4515 

       Name __________________________________________ 

       Address ________________________________________ 

_______________________________________________  

City                            State   Zip 

DO NOT DETACH 

_________________________________________________________________________________________ 

This section should be complete by an official of the state board and returned directly to the South Carolina 

Board of Medical Examiners. 

 

Full name of licensee: _______________________________________________________________________ 

 

Graduate of: ___________________________________Date of degree: _______________________________ 

 

State of: ___________________ License number: __________________ Date issued: ____________________ 

 

Licensed by: (    ) National Board   (    ) FLEX Exam  (    ) USMLE 

  (    ) State Board Exam (    ) Other_____________________________________________  

License is current_________________. If no, why not? ____________________________________________ 

Has license been suspended, revoked, or restricted? ________ If yes, why? _____________________________ 

Has licentiate ever been requested to appear before your Board?_________________ If yes, why?___________ 

__________________________________________________________________________________________ 

Derogatory information, if any_________________________________________________________________ 

Comments, if any___________________________________________________________________________ 

__________________________________________________________________________________________ 

      Signature: _______________________________________ 

Board Seal   Title: ___________________________________________ 

 

Date: __________________________________ State Board: _____________________________________ 
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AMA Physician Profile Unit   Telephone: 312 464-5199 

515 North State Street    Fax: 312 464-5900 
Chicago, IL 60610          

 

This Form is for Physician Use Only. 
 

Complete and send this form to the American Medical Association (AMA) at the above address. Profiles also can be ordered online through 

AMA ePhysician Profiles located at http://www.ama-assn.org/AMAPhysicianProfiles. AMA Customer Service is available for ordering 
assistance at 800 665-2882 or 312 464-5199, Monday through Friday, 8:30 am – 4:45pm CT. 

 

***Join or renew your AMA membership today---call 800 AMA-3211*** 
 

Indicate AMA Membership Status: _________Member Physician _______Nonmember Physician 

 

 

Membership Type 

Standard Mail Service* 

(within 10 business days) 
Express Service* 

(within 5 business days) 

AMA Member Physician No Charge $6 per profile 

Nonmember Physician $26 per profile Not available 

*Prices are subject to change without advance notice. 

 
Credit card payment is preferred as check payments may extend processing time. Checks should be made payable to the American Medical 

Association, Remittance Control Area/PPS, Accounting Department, PO Box 109054, Chicago, IL 606l0. Orders faxed to the AMA must include 

credit card information for billing purposes. 
 

_____VISA    _____American Express   ____MasterCard   Charge Amount: $______________ 

 

Credit Card Number ________________ Expiration ____/____/_____ 

 

Name on Credit Card: __________________________________________________________________________ 

 

Billing Address: ________________________________________________________________________________ 

 

Approval Signature______________________________________ Daytime Telephone:____________________ 

 

Part 1: State Licensing Board Information  
Please send my profile to the following state licensing or medical specialty board: 

 
Board Name  ___________________________________________________________________________________ 

  NOTE: When requesting delivery to a state licensing board, indicate MD or DO profession type. 
 

Part 2: Physician Information  
 
______________________________________________________________________________________________ 

Physician Name (first, middle, last, suffix) 

 
___________________________________________           /        /         ___________________________________ 

Place of Birth             Date of birth   Social Security  # 

 
__________________________________________________ _______________________________________ 

E-mail Address       Medical Education Number (optional) 

 
_________________________________________________________________________________________________________ 

Preferred Mailing Address 

 
_____________________________________________________________(_______)________-___________________________ 

City    State Zip Code  Telephone Number      

 

The above address is my OFFICE ___HOME ____OTHER _____ 
If address is home or other...please complete this section. 

 

_________________________________________________________________________________________________________ 
Primary Office Address 

 
_____________________________________________________________(_________)_______-__________________________ 

City    State Zip Code   Office Telephone Number 

http://www.ama-assn.org/AMAPhysicianProfiles
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Part 3: Medical Education and Other Information 
 

 

 
____________________________________________________________________________    _____________________ 

Medical School of Graduation       Year of Graduation 

 
_______________________________________   _________________________________________ 

DEA #      ECFMG # 

 
 

 

Residency Training 

 

 

____________________________________________________________________________________________________ 
Residency Training (institution/hospital name, location, and years) 

 

____________________________________________________________________________________________________ 

 

 

____________________________________________________________________________________________________ 
 

 

Hospital Admitting Privileges 

 

 

________________________________________ _________________________________________ 
Hospital Name    City/ State 

 

________________________________________ _________________________________________ 
 

 

________________________________________ _________________________________________ 
 

 

________________________________________ _________________________________________ 

 

 

Group Practice Affiliation(s) 

 

 
________________________________________ _________________________________________ 

Group Practice Name    City/ State 

 
________________________________________ _________________________________________ 

 

 
________________________________________ _________________________________________ 

 

Physician Agreement 
 

Agreement must be signed in order to process your request. 

AMA endeavors to maintain its physicians’ records with information that is complete, current, and timely; however, because of 

possible reporting and processing delays, no representations or warranties as to the accuracy or completeness can be or is made.  In 

consideration of the receipt of your physician record provided by AMA, hereby release AMA, its agents and servants from any and all 
liability whatsoever for inaccurate or incomplete information in such physician record.  Submission of this form and payment of fee (if 

applicable) shall be conclusive evidence of your understanding and agreement to the above stated terms and conditions. 

  
X________________________________________  _____/_____/_____ 

     Signature      Date 

5/14/01/physord2002.doc 

 

 

                                                           


